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It was the worst of times, it was the best of times: positive trends
influencing hospital libraries*
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There is a certain irony to libraries
in hospitals being closed at a time
when the value and impact of
evidence-based information for pa-
tient care is increasingly being
recognized [1, 2]. Between 1989
and 2006, it is estimated that
between 36% and 44% of hospital
libraries closed [3]. The closures
may have resulted from the dilu-
tion of relevant hospital library
standards by the Joint Commission
for the Accreditation of Healthcare
Organizations. As an example, the
1999 accreditation manual includ-
ed three ‘‘Knowledge-based infor-
mation’’ (KBI) standards [4]. The
first required that hospitals pro-
vide ‘‘systems, resources and ser-
vices to meet KBI needs in patient
care, education, research and man-
agement.’’ The intent section elab-
orated that this could be met by an
on-site library, a qualified medical
librarian, or a cooperative arrange-
ment for their provision. By 2009,
all that remained was one standard
requiring access to KBI. Without
the provision for a library or
librarian, any ‘‘current and author-
itative’’ website could suffice [5].
The dilution of Joint Commission
standards appears to sanction re-
ducing the level of knowledge
required in hospitals. There is not
enough evidence to establish a
causal relationship between the
revised standards and the closure
of hospital libraries, but the trends
coincide. Pressures that diminish
the availability of information con-
flict with the rising absolute need
for more knowledge.

Consider this: In the course of
any single day, approximately
95,616 patients are hospitalized in
the United States [6]. Insurance
providers record the number of
tests, surgery, and drugs adminis-
tered to these patients, but no one
measures the level of knowledge

brought to their care. The need for
information to support patient care
has been documented: Research
shows that 2 questions arise for
every 3 patients in office practice
[7] and an average of 5 questions
arise per patient encounter in
academic medical settings [8].
These questions may go unan-
swered. Studies report that physi-
cians pursue answers to only 36%–
55% of questions raised about
patients’ care [9, 10]. Unanswered
questions, or even unasked ques-
tions, may lead to poorer medical
care. The Institute of Medicine
estimates that as many as 98,000
Americans die each year from
preventable medical errors [11].
With 95,616 patients in the hospital
any given day, an average of 5
questions per patient encounter in
academic settings, and at most
only 55% of these questions being
pursued, that leaves at least
215,136 questions a day going
unanswered. No wonder health
care errors have become a national
crisis and remain at an unaccept-
able level [12]. In the face of rising
errors and accumulating knowl-
edge, finding time to sort through
the literature to find answers to
specific patient questions is crucial
to quality patient care. Clinicians
are hard pressed to find the time to
answer these care questions. Yet
the one staff person whose job it is
to answer them, the librarian, is no
longer a requirement.

Evidence-based medicine is not
without controversy: Ill-advised
advocates for ‘‘evidence-free,’’ also
known as ‘‘logical,’’ medicine have
surfaced. Proponents of evidence-
free medicine say it allows the
‘‘incorporation of a variety of facts
and warrants, reasons and reason-
ing, into clinical decisions. Forgo-
ing evidence allows clinical medi-
cine to once again be a personal
and prudential undertaking, aris-
ing from and focused on the
individual patient’’ [13]. Evi-
dence-free medicine may be a
reaction to the evidence-chal-

lenged environment of hospitals
deregulated from having access to
a librarian or library. It is wise not
to need what you do not have.
Without the assistance of a quali-
fied librarian and support for a
collection, there is no one to call for
searches and no journal subscrip-
tions if an article is needed. The
conflict between weakening infor-
mation requirements on the one
hand and increasing need for
information resources on the other
may result in diminishing avail-
ability of quality care. Who would
really want to be treated at a
hospital lacking an information
base?

Reactions to the eroding knowl-
edge core are mounting. The fol-
lowing developments illustrate the
pressures for change and the op-
portunities they create for librari-
ans:
& President Obama’s emphasis on
comparative effectiveness research
may encourage medicine to use
what works for patient popula-
tions on a large scale. Practitioners
need the literature base to deter-
mine what is effective and where
exceptions exist and, at some
point, to enable payment for ge-
netic variations or innovations. The
electronic health record (EHR) can
effectively distribute such practice
guidelines, and librarians are al-
ready actively involved in integrat-
ing practice guidelines with KBI
resources [14, 15]. Deepening their
involvement with the EHR, librar-
ians are using their classification
and electronic record knowledge
to inventory physician order sets
and develop record databases [16].
Beyond installation, librarians stay
on to educate staff in information
retrieval, as training is a long-
standing function for librarians.
& ‘‘Magnet’’ hospitals are associ-
ated with nursing excellence be-
cause their environment of care
fosters a quality focus. Magnet
hospital status, a designation of
the American Nurses Credential-
ing Center, pushes for anchoring

* Adapted from Dickens C. A tale of two
cities. New York, NY: Modern Library;
1996.
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hospital, even unit-based, polices
to the literature. ‘‘Creating, ad-
vancing, and sustaining a practice
environment grounded in evi-
dence-based practice and nursing
research is essential to achieving
Magnet status’’ [17]. Literature’s
importance in this setting is dem-
onstrated by a recent survey of
Magnet-certified institutions, which
has found that 94% have access to
a medical or nursing library in the
medical center complex and an-
other 4% have library privileges
although outside the center [18].
Nurses are pivotal in quality care,
being unit-based first responders
and care providers. As they strive
for excellence, they enhance the
focus on information resources.
Why not work at a hospital that
uses what works? This integration
of evidence into the Magnet Pro-
gram facilitates librarian involve-
ment and library use [19].
& The movement to tie better
results into better reimbursement
is already underway in the form of
Medicare’s Pay for Performance
initiatives. Perhaps the existing
unsatisfactory hospital perfor-
mance relates to the elimination
of the library as a requirement for
Medicare reimbursement in 1984
[20]. Hospitals need information
resources to determine effective
techniques and best practices in
order to achieve better results. The
conflict noted above is evident
here: The requirement for informa-
tion resources falls, while the need
for information usage grows. Pay
for Performance may require ac-
cess to the literature, for example,
when the hospital committee
charged with developing a proto-
col for urinary catheter removal
calls the librarian for a search.
When the question becomes,
‘‘When is the best time for catheter
removal?,’’ those institutions with
a library can find an answer
supported by data.
& New preferred reporting items
for systematic reviews and meta-
analyses (PRISMA) guidelines for
systematic reviews require writers
to describe their ‘‘search method-
ology’’ along with their research
methodology and to identify ‘‘who
designed and conducted the liter-

ature search’’ [21]. This statement
emphasizes the importance of the
information scientist and supports
the premise that correctly synthe-
sizing the literatures requires first
retrieving the entire relevant liter-
ature base. PRISMA standards
have been simultaneously pub-
lished by four journals and are fast
replacing earlier efforts to offer
standards for systematic review
information retrieval. The recogni-
tion of the importance of the
literature retrieval process may be
a reaction to the loss of life,
possibly due to poor literature
searching [22]. If accepted at a
national level, the need for a search
could be included in mandatory
care guidelines for reimbursement.
Given that systematic reviews are
beginning to define best practice,
librarians are well positioned to
play a central role in the develop-
ment of practice guidelines.
& Broadened accessibility of ‘‘de-
tailing’’ services like systematic
review assistance, search protocol
projects, and librarian attendance
at morning report reflect the in-
creasing value given to ‘‘expert
searching.’’ A recent US survey
has found the percentage of clini-
cal librarians (CLs) increasing,
with approximately 200 CLs in
2005/06 [3]. CLs possess the so-
phisticated knowledge needed to
integrate diagnosis, drug, and dis-
ease variables. As an example, they
can find literature on how therapy
for psychosis changes in an im-
mune-suppressed transplant pa-
tient on multiple drugs, with an
underlying inherited disease. Sup-
port for the importance of the CL
role is provided by a 2008 report
commissioned by the British Na-
tional Health Service (NHS) to
review library and knowledge ser-
vices in England. The report rec-
ommended an increase in the
number of clinical librarians from
50 to 800 [23]. The British NHS
report advocates for CLs as part of
their effort to ‘‘make the best use of
its resources to provide high qual-
ity, equitable care for patients’’
[23]. CLs help find effective inter-
ventions in the literature and
bridge the gap between article
and bedside. With the Oxford-

founded Cochrane Collaboration
demonstrating the impact of sys-
tematic reviews to determine effi-
cacy, the international emphasis on
using literature to advance care is
flourishing.

Increasingly, the ‘‘science’’ in
‘‘library science’’ itself is growing.
The Evidence-based Library and In-
formation Practice journal attests to
the growing amount of science
supporting information practice
[24]. As librarians, we must ad-
vance and embrace the structure
underlying good information
retrieval and audit trails docu-
menting a quality search. Ac-
countability for the results only
increases the value of the search
and searcher.

Hopefully, someday institutions
will score their ‘‘information read-
iness’’ in order to quantify the
information resources available
for the care of individual patients.
The information readiness score
might be akin to designations like
the ‘‘most-wired’’ status for hospi-
tals [25] or hierarchy levels for
trauma centers [26]. The availabil-
ity of search design assistance or
search performance by a qualified
information professional, timeli-
ness of article delivery, currency
and depth of the literature collec-
tion, number of hours of onsite
access, and number of licensed
databases might factor into the
level of information readiness.
Hospital staff may note in the
EHR the level of evidence used in
decision making and the consul-
tant who conducted the search.
Institutions may come to boast
about the level of knowledge avail-
able for patient care, while the time
to diffusion and use of knowledge
at the bedside may shorten.

Many are quick to tout the
broad-based searching of Google
as the answer to ‘‘searching’’ in
medicine. Searching and finding
are two different things. Science
has determined that multiple da-
tabases need to be searched for
adequate coverage [27] and that
Google Scholar lags behind aca-
demic databases for timeliness
[28]. When it comes to searching
versus finding, librarians have a
privileged position [29]. The librar-
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ian has the combination of time,
technique, and training, plus the
expertise, to find the needed infor-
mation. There is a subtle shift in
the literature to valuing who is
the searcher, paying attention to
what they are searching, and de-
termining the level of evidence of
the retrieval. An article in the
journal Chest recommends that ‘‘a
professional information specialist
should be engaged’’ before claim-
ing ‘‘the literature shows that…’’
[30]. In time, hospitals may return
to the notion that the librarian is an
expert consultant who can provide
evidence, maximizes the electronic
database, and is an essential com-
ponent in quality care. These hos-
pitals’ patients would not be the
first people to owe their lives to a
librarian [31].
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